. Groups were compared using Chi-square, Fisher's exact, two sample Student t-test, and Wilcoxon rank-sum tests as appropriate. Multivariable logistic regression models were used to adjust for potential confounders. RESULTS: Of the 1,987 low-risk multiparas meeting inclusion criteria, 555 (28%) underwent eIOL and 1,432 (72%) had EM. Women who underwent eIOL were more likely to be non-Hispanic, married and have private insurance (Table 1) . eIOL was associated with decreased risk of neonatal composite morbidity (aOR 0.57, 95% CI: 0.34 e 0.93) compared to EM. Specifically, there was decreased risk of shoulder dystocia in the eIOL group (aOR 0.57, 95% CI: 0.33 e 0.99). There were no perinatal deaths in either group. Cesarean delivery rate was similar among groups (7% eIOL vs. 8.1% EM, aOR 0.77, 95% CI: 0.52 e 1.14). There was no difference between groups with respect to chorioamnionitis, preeclampsia or medical visits > 39 weeks (Table 2) . CONCLUSION: In our patient population, elective induction of labor at 39 weeks among low-risk multiparous women was associated with decreased perinatal morbidity without an increase in cesarean delivery rate. Prospective studies measuring true intent are needed to inform policies regarding eIOL in these women.
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Floriane Jochum

OBJECTIVE:
No induction score has emerged as a standard to substitute the Bishop score, especially in case of cervical ripening. The objective of our study was to build a score to predict the risk of cesarean section, from a population-based dataset especially designed for induction analysis purpose. STUDY DESIGN: We used the dataset from the prospective multicenter observational French population-based cohort study MEDIP (Methods of Induction of Labor and Perinatal outcomes), which had for objective to collect national data about labor induction practices. For the present study, we excluded all patients with twin pregnancies, non-cephalic presentations, previous c-section, premature deliveries, and cases of induction without cervical ripening. A total of 1 692 patients were analyzed and randomly split in a derivation dataset of 1 024 patients (60%) and an internal validation set of 668 patients (40%).
Statistical analyses were performed by using a Bayesian approach. Variables with a probability of being associated with cesarean delivery (Prob OR > 1) greater than 0.90 (i.e. indicating an increased risk of cesarean delivery) were entered in the multivariate model, and then maintained in the final model depending on the Deviance Information Criterion. When available, results from previous studies from literature were used to build informative prior distributions on the log(OR).
The score was validated using the internal validation set, and an external dataset from the Consortium for Safe Labor database (NIH database that includes labor and delivery information collected from 19 hospitals across the US from 2002 through 2008). The validation of the model was assessed using AUC and a graphical representation of the calibration. RESULTS: The multivariate model for prediction of c-section in case of induction after cervical ripening is reported in Table 1 . The 50 points induction score is displayed in Figure 1 . On the external validation set, the AUC for the present score, the Levine score OBJECTIVE: Allowing a longer second stage (SS) increases the number of vaginal deliveries (VD) but women with longer SS are more likely to have a cesarean delivery (CD) and adverse maternal/perinatal outcomes than those with shorter SS. We sought to quantify the association of the duration of SS with CD and maternal/perinatal morbidity in a contemporary cohort of low-risk nulliparas who underwent induction of labor (IOL) at full term (FT). STUDY DESIGN: Planned secondary analysis of a multicenter RCT of IOL at 39 wks vs. EM until at least 40 5/7 wks but no later than 42 2/7 in low-risk nulliparas with singleton gestations from 0 14-0 17. Those with viable non-anomalous neonates who underwent IOL with oxytocin were included in this analysis regardless of study arm and receipt of cervical ripening. Duration of SS (defined as time from complete dilation to delivery) was examined by 1-hr intervals from <2 to 5 hrs in relation to CD, as well as to both a maternal and perinatal composite of adverse outcomes. Categorical variables including epidural use were compared using Cochrane-Armitage trend or ChiSquare tests, and continuous variables using the Jonckheere-Terpstra test of trend. Poisson regression was used for multivariable adjustments and to test for variation by use or not of epidural. RESULTS: Of 3058 eligible women who underwent IOL, 2431 had information on duration of SS: the median duration of SS was 1.2 hrs (IQR 0.6-2.3), with 69% lasting <2 hrs, 15% 2-2.9 hrs, 8.2% 3-3.9 hrs and 7.7% 5 hrs (Table 1) . Overall 79% had an epidural. Mean BMI but not presence of a modified Bishop score <5 or epidural use was associated with SS duration. The frequencies of CD and the maternal and perinatal composites all increased with increasing SS duration (Table 1) ; still most women delivered vaginally even with SS duration 4-5hrs. After multivariable adjustment (Table 2) , longer SS durations (compared to <2 hrs) were associated with increases up to 45 times for CD but only up to 2.2-2.4 times for the maternal and perinatal composites ( Table 2 ). The strength of the associations appeared to be greatest after 3 hrs. Findings were not modified by epidural use (all p-values for interaction >0.48). CONCLUSION: In contemporary low-risk nulliparas who underwent IOL at FT, risk for CD increases markedly with SS duration but out of proportion to maternal and perinatal morbidity; most women deliver vaginally even after 3 hrs. Findings did not differ by epidural use. These data are valuable for counseling about a protracted SS.
